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Occupational Therapy in Integrated Primary Care: Addressing the Needs of
Individuals Experiencing Homelessness
Abstract
Background: Current health care policy supports occupational therapy services with individuals
experiencing homelessness in primary care settings. Research on the impact of interventions is needed
to support this emerging practice area.
Method: A retrospective, descriptive study was completed following the initiation of full-time occupational
therapy services in an integrated primary setting and Federally Qualified Health Center (FQHC) for clients
experiencing homelessness. This study evaluated: (a) percentage of referred clients who engaged in
ongoing intervention; (b) diagnostic demographics of those referred; (c) functional goal types and
frequency; (d) a comparison of preintervention Canadian Occupational Performance Measure (COPM)
scores with postintervention scores.
Results: Analysis of data revealed clients referred for occupational therapy services present with complex
co-morbidities. t tests for matched pairs (p < .05) revealed that participants had a statistically significant
improvement in COPM performance scores (69%) and in COPM satisfaction scores (73%) between
baseline and postintervention. Diagnostic subgroups had a similar rate of improvement. Analysis of client
identified COPM goals revealed a high rate of instrumental activity of daily living focused goals.
Conclusion: Integration of full-time occupational therapy services into FQHC settings increases client
access to functional-based rehabilitation services that address physical and behavioral health. Individuals
experiencing homelessness demonstrate improvement toward functional goals using client-centered goal
setting processes and interventions.
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Occupational therapy in primary care: Addressing homelessness

Individuals experiencing homelessness have less access to and feel stigmatized by health care
systems, seek less preventative health services, and are less likely to access rehabilitation services
(Baggett et al., 2010; Cocozza Martins, 2008; Miller-Cribbs et al., 2016; Nickasch & Marnocha, 2009).
The Patient Protection and Affordable Care Act (2010) supports the development of primary care
models that integrate health care services to improve access and community tenure. Federally Qualified
Health Centers (FQHCs) are designed to provide comprehensive primary and integrated health care to
individuals who are low income and/or experiencing homelessness (LeBrun-Harris et al., 2013).
Because homelessness is an emerging practice area, there is limited research regarding occupational
therapy interventions in primary and integrated health care sites such as a FQHC (Donnelly et al., 2017;
Murphy et al., 2017). Incorporating occupational therapy at primary and integrated health care settings
where adults experiencing homelessness engage with health and social services, however, has the
potential to increase these individuals’ ability to access behavioral health and rehabilitation interventions
and minimize contextual and symptomatic barriers that prevent participation in typical outpatient
settings. This paper describes the initial outcomes of occupational therapy services in a FQHC providing
individuals who are homeless or transitioning into housing access to functional-based interventions to
increase self-management and home and community participation.
Literature Review
Occupational Therapy and Homelessness
Individuals who have experienced homelessness have an increased risk of mental health
conditions, substance use, and chronic health conditions, as well as an increased incidence of brain
injury (Foster et al., 2010; Jones et al., 2009; Stubbs et al., 2019; Substance Abuse and Mental Health
Administration, 2011; Topolovec-Vranic et al., 2017; Zlotnick & Zerger, 2008). Each of these
conditions can contribute to decreased cognitive performance, and those with multiple chronic
conditions are more likely to experience negative impacts on functional cognition (American
Occupational Therapy Association [AOTA], 2019; Pelimanni & Jehkonen, 2019; Wei et al., 2019).
Despite a higher risk for mental health and chronic health conditions, individuals experiencing
homelessness face significant barriers to managing their health and accessing health services, including
rehabilitation services such as occupational therapy (Baggett et al., 2010; Miller-Cribbs et al., 2016;
Reid et al., 2008). Individuals transitioning from homelessness into housing continue to experience
decreased community engagement after receiving housing and demonstrate a need for attention to daily
living skills to support overall health and recovery (Foster et al., 2010; Gulcur et al., 2007; Henwood et
al., 2015a; Kloos & Shah, 2009; Marshall & Rosenberg, 2014; Tsai et al., 2012; Wong & Solomon,
2002). Evidence shows that individuals in permanent supportive housing programs have decreased
community and social integration, despite maintaining stable housing, and many also report a lack of
meaningful activity throughout their day (Baumgartner & Herman, 2012; Cherner et al., 2017; Henwood
et al., 2015a; Tsai et al., 2012; Yanos et al., 2004; Yanos et al., 2007).
The context of homelessness combined with health co-morbidities puts individuals at higher risk
of cognitive impairment and decreased opportunity to use and develop functional skills (Burra et al.,
2009; Helfrich & Synovec, 2019). Studies identifying valued occupations of homeless individuals
revealed varied priorities and goals, with attention to survival, identity and social connectedness, and
self-care (Chapleau et al., 2011; Illman et al., 2013; Marshall et al., 2017; Muñoz et al., 2006; Salsi et
al., 2017; Thomas et al., 2017). This population can benefit significantly from access to occupational
therapy in order to develop functional living skills, address underlying cognitive deficits, increase self
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and health management skills, and to more easily transition to and maintain independent living through
occupational engagement (Gutman & Raphael-Greenfield, 2017; Helfrich & Fogg, 2007; Roy et al.,
2017; Thomas et al., 2017). Current evidence additionally supports the effectiveness of occupational
therapy interventions to address chronic health conditions, mental health diagnoses, and brain injury;
supported interventions also include independent living, and cognitive and self-management skill
development (Connolly et al., 2019; Gibson et al., 2011; Ikiugu et al., 2017; Leland et al., 2016; Powell
et al., 2016; Pyatak et al., 2018; Radomski et al., 2016; Schwartz et al., 2017; Swarbrick & Noyes, 2018;
Thomas et al., 2011).
Occupational Therapy and Integrated Primary Care
The World Health Organization (WHO) has identified the need for integration of rehabilitation
services in primary care settings to “minimize the disabling effects of chronic conditions . . . optimize
the outcomes of other kinds of health interventions . . . [and] avoid costly hospitalizations and readmissions” (2018). The WHO also identifies occupational therapists as key providers of rehabilitation
services (2018). In the United States, there is a growing consensus in the profession that occupational
therapy can have a significant role on interdisciplinary teams in integrated primary care settings serving
clients with complex chronic conditions (Pape & Muir, 2019; Winship et al., 2019). There is limited
research, however, on the role of occupational therapy in primary and integrative health care, especially
on the impact on clients or contributions to the interdisciplinary treatment team (Chapleau et al., 2011;
Dahl-Popolizio et al., 2016; Koverman et al., 2017). There have been many studies promoting
efficacious community practice through integrated health delivery models, such as FQHCs, in which
care for those with chronic, complex conditions is coordinated and delivered by a consistent group of
providers, indicating a benefit to co-location of occupational therapy services in community settings
(Dubuc et al., 2013; Ellis & Alexander, 2016; Engineer et al., 2015; Montenegro et al., 2011; RumballSmith et al., 2014). These models have identified important factors for success, such as an
organizational culture of collaboration and teamwork. The profession of occupational therapy supports a
role in primary care, particularly in response to legislative changes promoting integrated care (Muir,
2012). The role is often presented as a generalist with a depth of skill to address a range of health
conditions in the primary, integrated care setting (Donnelly et al., 2014; Eichler & Royeen, 2016).
Occupational therapy services for individuals experiencing homelessness primarily have been
provided in shelter settings or as an adjunct to care in hospital-based practice (Parmenter et al., 2013;
Roy et al., 2017). The chaotic environment of the shelter, or the inconsistency of shelter staff, however,
can affect the regularity of participation. Occupational therapy services in these settings may also rely
primarily on group interventions or limited consultation by an occupational therapist in a student
supervisor role, limiting the individualization or complex clinical reasoning that a full-time, experienced
occupational therapist can provide (Herzberg & Finlayson, 2001; Muñoz et al., 2006). The National
Health Care for the Homeless Council (2010) recommends that models of health care for adults
experiencing homelessness should be integrated and interdisciplinary, flexible in service delivery, and
assist clients in accessing secondary and tertiary medical care, such as occupational therapy. This type of
environment is reflected in a FQHC. By co-locating in FQHC sites, occupational therapists have the
opportunity to provide individual interventions and to collaborate with other health care providers to
provide comprehensive care to a complex population (Halle et al., 2018; Merryman & Synovec, 2018).
Merryman and Synovec (2020) explored the perceptions of providers in an integrated care environment
using a FQHC model that served homeless adults regarding the integration of occupational therapy services.
https://scholarworks.wmich.edu/ojot/vol8/iss4/8
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Providers emphasized the importance of the function-based perspective of occupational therapy both in
assessment and intervention and considered this as an important extension of comprehensive and team-based
care, particularly in the area of functional cognition, stating that this information influenced care decisions
and discharge plans (Merryman & Synovec, 2017; Merryman & Synovec, 2020).
Although there is support and evidence to indicate the benefit of occupational therapy services for
adults experiencing homelessness and in integrated primary care settings, there is limited data regarding the
role of occupational therapy in a FQHC. This paper provides a description of the individualized occupational
therapy services provided in a FQHC specifically for adults experiencing homelessness. Initial outcomes of
individual occupational therapy interventions are presented.
Program Description
Setting
This ambulatory health care organization in an urban area is specifically designed to meet the
complex needs of homeless individuals and follows an integrated primary care model (Bonin et al., 2010).
The setting meets requirements as a FQHC, such as providing care on a sliding fee scale based on ability to
pay and operating under a governing board that includes clients (US Department of Health and Human
Services, Health Resources and Services Administration, 2018). Services are delivered on-site by
interdisciplinary teams of providers, including physicians, nurses, social workers, case managers, and two
full-time occupational therapists. Comprehensive services include medical care, mental health and addiction
counseling, case management, and occupational therapy. The site also includes a supportive housing team,
which provides long-term comprehensive support services to clients living in independent housing in the
community. The organization receives greater than 75% of funding from insurance reimbursements or public
grants and contracts. The setting is structured to provide team-based care in which providers are co-located to
coordinate care, meet to discuss client needs, and share interdisciplinary care plans.
This agency established on-site, full-time occupational therapy services in 2015, following a 1-year
feasibility pilot study in which the occupational therapist served in a consultative role once a week at the site
(Merryman & Synovec, 2016). There are currently two full-time occupational therapy staff. The services
provided by the occupational therapists include assessment, intervention, and consultation (see Table 1). This
study focuses primarily on initial evaluation and intervention.
Occupational Therapy Services
Occupational therapy services are accessed by provider referral and are billed as is typical for
Medicaid in the state in which services are provided. This state opted for Medicaid expansion and has a
history of progressive health policy.
Evaluation. All occupational therapy clients engage with at least one interdisciplinary provider prior
to referral to occupational therapy. Following the referral to occupational therapy services, each client
completes an initial evaluation, including the Canadian Occupational Performance Measure (COPM). The
COPM is used to identify goals for ongoing occupational therapy intervention (Law et al., 2014). During
administration of the COPM, the occupational therapist interviews each client regarding three major domains
of self-care, productivity, and leisure (Law et al., 2014). Following the interview, the client rates the priority
of each area from 1–10, with 10 as the highest priority, and up to five of the priority areas identified as goals.
The client then rates their performance and satisfaction for each goal on a 1–10 scale, with one indicating not
able to do activity at all or not satisfied at all, and 10 indicating able to do activity extremely well or
extremely satisfied (Law et al., 2014). Each individual goal rating is summed and averaged, resulting in an
overall mean performance score and an overall mean satisfaction score (Law et al., 2014).
Published by ScholarWorks at WMU, 2020
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Table 1
Occupational Therapy Services at a Federally Qualified Health Center

Type of service

Content

Duration

Cognitive
assessment

Standardized cognitive assessment

 One-time screening
 Re-assessment following change in health status

Functional
evaluation

 Standardized functional assessment
 Activity analysis of specific functional skills

Initial evaluation

COPM through client interview

Intervention

 Skill development for functional activities:
 ADL such as: self-care routines, use of
adaptive equipment
 IADL such as: health and symptom
management, home management and safety,
money management, meal preparation and
planning
 Cognitive skills such as: compensatory
strategies for recall, developing sustained
attention, organizing and sequencing tasks
 Developing healthy habits and routines
 Development of volunteer, work, leisure, and
community roles
Standardized home safety and in-home functional
assessments

 One-time evaluation
 Re-assessment of skill performance following
change in health or housing status
 Completed at initial appointment to identify
goals for intervention
 COPM re-administered every 60 days to assess
for change in occupational performance
following intervention
 Ongoing as indicated by initial evaluation and
re-assessment
 Length of services individualized client’s
abilities, circumstances, functional goal areas,
and time needed to progress toward goals

In-home safety
assessment
Consultation

 Informal assessment of client in another
provider’s session
 Discussion and care planning with provider
regarding potential needs or appropriateness of
referral to occupational therapy
 Evaluation of environment and provide
recommendations regarding program
modifications

 One-time visit for evaluation
 2–3 follow-up visits to provide and implement
recommendations
 May result in follow-up appointment with
occupational therapist
 Occupational therapist discusses case with
primary provider with suggestions and strategies
for provider’s care plan
 Occupational therapist assists with
implementation of program and environmental
changes and recommendations

Following the evaluation, the client and the occupational therapist collaborate to establish a
schedule for ongoing interventions. Frequency of intervention sessions are reflective of routine clinic
schedules, client availability, and demonstrated need through the evaluation process, which is typically
one time per week. As is routine in the setting, clients complete a reassessment at 60-day intervals to
assess goal progression and ensure ongoing relevance, until discharge. When the COPM is
readministered, clients have the opportunity to discontinue or add new goals up to a maximum of five
goals.
Clients may also complete other standardized assessments to determine cognitive and functional
skills, such as the Montreal Cognitive Assessment, the Allen Cognitive Level Screen-5, the Executive
Function Performance Test, and the Assessment of Motor and Process Skills (Allen et al., 2007; Baum
& Wolf, 2013; Fisher & Bray, 2010; Nasreddine et al., 2005; Synovec, 2018). Use of these assessments
may provide a baseline of cognition or functional abilities and recommendations for team-based care.
The COPM is used to measure change in occupational performance over time following the
https://scholarworks.wmich.edu/ojot/vol8/iss4/8
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occupational therapy intervention, facilitating a client-directed intervention process, aligning with the
model of care of the agency (Bonin et al., 2010; Law et al., 2014).
Intervention. Intervention sessions are individualized for each client, focus on goal content
areas identified on the COPM, and consider individual client and contextual factors influencing
occupational performance. Sessions are comprised of three intervention methods: preparatory methods
(e.g., cognitive skill development), purposeful activity (e.g., time management and organization, goal
setting), and/or occupation-based activity (e.g., meal preparation, home management), in order to build
skills specific to identified goal areas (AOTA, 2014). Intervention sessions facilitate client identification
of barriers to occupational performance, including symptoms (e.g., low motivation, impulsivity),
cognition (e.g., decreased attention, memory), behaviors (e.g., substance use, low frustration tolerance),
environmental barriers (e.g., bathroom facilities with limited or no accessibility features), or lack of
knowledge and experience (e.g., not having paid bills or budgeted). With identification of barriers,
occupational therapy interventions provide opportunities for skill building, which may include problemsolving and identifying strategies to manage symptoms or impacted cognition, demonstration and
practice of functional skills, and developing plans to apply and use strategies or skills in the community
and outside of the clinic setting. When available, practice of skills in the applicable community setting
are also completed, such as using adaptive equipment for bathing, visiting community resources for
leisure engagement, or using a phone calendar application to enter in upcoming and scheduled
appointments.
Most interventions occur onsite at the agency, where the occupational therapy office is
convenient to other providers, although some occur in the community context, such as using public
transportation or completing an instrumental activity of daily living (IADL) task in an apartment. Unlike
traditional settings where medical necessity drives client access and dosage, clients engage in
interventions until identified goals are met or the client elects to discontinue services; this collaboration
is routine in this model of integrated care delivery. Pending client attendance, activity tolerance and
session topic, in-clinic session lengths range from 20 to 60 min. Community based interventions may be
longer because of time needed to complete the task in the community environment (e.g., grocery
shopping).
Delivery of Services. The delivery of services is determined by best practices for this population
to facilitate participation in the occupational therapy services. This includes following the scheduling
structure familiar to agency clients (such as weekly individual appointments), location of occupational
therapy services in the clinic, and referrals after clients are already connected to other providers in the
agency (Bonin et al., 2010). Recommended service delivery is further reflected in the client-centered
goal setting process and determination in the frequency of intervention sessions (Bonin et al., 2010). The
structure of the setting attempts to enable participants to remain active despite common challenges
encountered by those who are homeless (such as missed sessions, brief hospitalizations, or increased
time needed to develop skills) and allows the occupational therapist to coordinate care with other
providers. The routine practice is individual sessions because of client complexity and cognitive
challenges that require the full attention of the occupational therapist to assess client performance.
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Method
Study Design
A retrospective, descriptive program evaluation of the occupational therapy services integrated
into the FQHC was completed. This data analysis specifically focused on client outcomes as measured
by the COPM. This evaluation included: (a) percentage of referred clients who engaged in ongoing
intervention, (b) diagnostic demographics of those referred for services, (c) functional goal types and
frequency of goals, and (d) a comparison of preintervention COPM scores with current postintervention
scores. All data were obtained using the agency’s electronic medical record (EMR) system. A university
institutional review board approved data collection using electronic medical records for intervention and
assessments that had already occurred.
Individuals were included in the data analysis if they met the following criteria: (a) adults 18
years of age or older receiving occupational therapy services at the agency, (b) ability to consent, (c)
ability to complete the COPM self-rating scales, and (d) engagement in occupational therapy services
for at least 60 days (length of time not reflective of number of sessions) and complete both initial and at
least one follow-up COPM score. Individuals were not excluded on the basis of presence of mental
health symptoms, active substance use, or cognitive impairment.
Measures
Canadian Occupational Performance Measure
The COPM has been found to detect change in performance and satisfaction following
occupational therapy intervention. It is an effective tool for integrating client-centered interventions in
community-based practices serving adults with mental illness, traumatic brain injury, and chronic health
conditions as well as in primary care settings (Chesworth et al., 2002; Donnelly et al., 2017; Law et al.,
2014; Phipps & Richardson, 2007; Speicher et al., 2014). In addition to responsiveness, the COPM has
also been found to be a valid and reliable measure to detect changes in a client’s self-perception of
occupational performance over time (Law et al., 2014). The COPM has also been used to identify
occupational performance needs in adults experiencing homelessness, although in these studies it was
not used as an outcome measure (Chapleau et al., 2011; Muñoz et al., 2006; Salsi et al., 2017).
Data Analysis
Data were extracted from the EMRs used by all providers at the site of services. A search feature
in the EMR was used to gather relevant demographics, diagnoses, COPM data, and goal content areas.
Mental health and medical diagnoses were obtained and added to the problem list by medical
and behavioral health providers and reflect the Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5), and the International Classification of Diseases, Tenth Revision (ICD-10)
categories (American Psychiatric Association, 2013; WHO, 1992). A coding system for chronic health
conditions, mental health diagnoses, and cognitive impairment was used for analysis. Because of the
potential frequency of cognitive impairment in this population, individuals were identified as cognitive
impairment or no cognitive impairment based on available information in the EMR.
As part of standard practice, all occupational therapy evaluations, including the COPM
performance and satisfaction scores, are documented in the EMR by the occupational therapist, along
with the specific goal areas and any notations regarding the adjustment of goals. Goals were coded into
categories for analysis. Goal categories were developed to reflect performance areas of the COPM and
language of the Occupational Therapy Practice Framework (AOTA, 2014). The goal categories were
more expansive than the COPM domains of self-care, productivity, and leisure to delineate specific
https://scholarworks.wmich.edu/ojot/vol8/iss4/8
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performance and client factor areas, as these were more comprehensive and reflective of participantidentified goals (AOTA, 2014; Law et al., 2014).
On the COPM, an increase of at least 2 points higher from baseline score was considered
significant improvement, consistent with the standard identified by authors of the instrument (Law et al.,
2014). For individuals whose baseline was higher than 8, achieving a subsequent score of 10 was
considered a significant improvement. To determine significance in the change in performance as
measured by the COPM, t tests for matched pairs were conducted for the participants on three sets of
scores: (a) baseline COPM scores, taken as the first score at the time of treatment onset; (b) highest
scores, taken as the highest individual score at any time in treatment; and (c) greatest improvement
score, taken as the difference between baseline and highest scores. All group comparisons were tested at
a p < .05 significance level. Highest scores were analyzed (vs. last score), as at the point in time of data
collection some individuals were still engaged in occupational therapy services. An initial review of the
data indicated scores dropped at the completion of one goal area and when replaced with a new goal.
Thus, “highest” scores were more reflective of goal completion.
Because of the individualization of sessions, the number of sessions (dosage) completed by each
client was also gathered to determine its impact on performance.
Results
Forty-five individuals out of 83 of those completing an initial occupational therapy assessment
for ongoing intervention met all inclusion criteria and were included in the analysis. This indicates 53%
of those referred were able to sustain participation in ongoing intervention. Females comprised 22% of
the sample and males comprised 78%. Ages ranged from 28 to 65 years of age.
Table 2 indicates that the participants referred to occupational therapy present with multiple
complex medical and mental health conditions. The most frequently occurring diagnoses were mental
health conditions, including mood disorder (71%) or substance abuse disorder (69%). The most
frequently occurring medical conditions were those that affected cognition, including head trauma
(51%) or other neurological condition, such as cerebrovascular accident (CVA) (31%).
Table 2
Prevalence of Health Conditions of Clients Referred for Occupational Therapy
Health condition
N Percent total
Mood disorder

32

71

Substance abuse disorder

31

69

Head trauma

23

51

Neurologic/CVA

14

31

Chronic pain

13

29

Post-traumatic stress disorder

11

24

Psychotic disorder

7

16

Intellectual disability

6

13

Diabetes

5

11

Anxiety disorder

5

11

Cardiovascular
HIV

3
2

7
4

Note. Categories are not exclusive. (n = 45)
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The analysis of goals identified a range of concerns among this population (see Table 3). The
most frequently identified goal category fell in the COPM productivity domain, with a high frequency of
IADL-focused goals (53%) (see Table 3). Goals related to cognition (17%) and time management and
goal settings (14%) were the next most frequently identified (see Table 3). There was a smaller
emphasis on self-care and ADLs (13%) and leisure and social engagement (7%) than might be
anticipated based on previous literature (see Table 3).
Table 3
COPM Goals Identified for Occupational Therapy Intervention
COPM domain

Goal category

Category total
N (%)

Self-care

ADLs
Pain management and physical function
Functional and community mobility
Work/School/Volunteer
Time and goal management
IADL (sub-categories)
Financial management
Meal preparation and grocery shopping
Health and symptom management
Home management
Home safety
Social
Leisure
Memory
Attention and concentration
Organization

6 (6)
3 (3)
5 (5)
4 (4)
15 (14)
58 (53)
20 (18)
14 (13)
11 (10)
9 (8)
4 (4)
5 (5)
3 (3)
10 (9)
4 (4)
4 (4)

Productivity

Leisure/Social
Cognitive*

Domain total
N (%)
14 (13)

73 (70)

8 (7)
18 (17)

Note. Cognitive is not included as a COPM domain on the original form (Law et al., 2014).

Analysis of overall improvement in performance and satisfaction demonstrated significant
improvement on goals for those that engaged in intervention. t-tests for matched pairs comparing
baseline and highest COPM scores revealed that the difference between means was statistically
significant for both performance and satisfaction categories (see Table 4). There were no statistically
significant differences among the participants with mental health and/or chronic health conditions on
both the COPM participation and satisfaction scores. The participants with cognitive impairment did not
improve as frequently in both the performance and satisfaction categories in comparison to
noncognitively impaired individuals. However, t tests comparing the baseline, highest, and greatest
improvement scores failed to find any significant differences between those identified with cognitive
impairment versus who were not.
Table 4
Change in COPM Performance and Satisfaction Scores between Initial and Highest Score
COPM
Performance
Satisfaction

Baseline
Range
1.5
7.3

M
4.4
3.6

Mdn
4.5
4.0

Highest
Range
7
9

M
7.6
7.6

Mdn
7.7
8.0

N
45
45

df
44
44

95% CI
LL
UL
-3.9
2.5
-3.9
2.5

p*
0.0
0.0

t
-9.4
-9.0

Note. CI = confidence interval; LL = lower limit; UL = upper limit.
*
p < .05, one-tailed.
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The number of sessions (dosage) ranged from 3–84. The three highest users of occupational
therapy services identified both IADLs and cognitive goals and attended 84, 78, and 59 individual
sessions, respectively. However, dosage was found to be so varied that there was little meaningful
analysis that was able to be performed at this time.
Discussion
The results of this study indicate that individuals experiencing complex mental and physical
health conditions and homelessness improved in perceived performance and satisfaction in occupational
performance following occupational therapy intervention in an integrated primary care setting operating
as a FQHC. Overall, the participants who engaged in occupational therapy services demonstrated
improvements in functional goal areas as indicated by the COPM, despite the presence of mental health
diagnoses, multiple chronic medical conditions, cognitive impairment, and homelessness.
The findings support the use of the COPM to guide interventions for clients with complex health
needs. The goals identified by the clients were diverse and more specific than the original domains of
the COPM, demonstrating a high prioritization for IADLs skill development, despite a range of mental
health, medical, cognitive, and social challenges. Cognitive skills and time management were also
prioritized goals; these skills are critical to support the ability to complete IADLs, such as paying bills or
managing a home. It is notable that the range of daily occupations addressed expands on previous
literature regarding the occupational performance needs of adults experiencing homelessness and is
reflective of the broad needs of a community-based population, supporting the need for individualized
intervention (Grandisson et al., 2009; Illman et al., 2013; Marshall et al., 2017; Muñoz et al., 2006;
Thomas et al., 2017). Because of the restricted contexts individuals who are homeless encounter,
occupational therapy sessions provide an opportunity that may not be otherwise available to learn and
apply skills to complete self-care and IADLs tasks successfully.
Use of the COPM empowers clients to engage in the goal setting process and direct their care
while enabling the occupational therapist to use a variety of interventions and opportunities for skill
building to increase overall functional abilities. Participation in the goal setting process combined with
individualized treatment may have increased motivation to engage in services as tangible interventions
directly applied to the participants’ current needs and priorities. Although the participants identified
similar goal content areas, the individualized interventions enabled the occupational therapist to tailor
each of the intervention sessions to the specific needs, skills, and contexts of the client. This structure
enables the occupational therapist to employ complex reasoning for a population whose needs may
change as a result of the instability of circumstances and fluctuating symptoms. The ability of the
occupational therapist to respond to individual needs likely contributed to the positive outcomes
reflected in the COPM scores.
Integrating occupational therapy services into an established health care setting, such as a FQHC,
rather than a shelter, enabled more consistent access to individuals needing services as well as to
providers on the interdisciplinary treatment team. This finding supports previous research that integrated
health care sites with care coordination enables client engagement, especially for those with chronic
conditions, as the participants were able to access occupational therapy services at their regular site of
care. Opportunities to access services according to clinical need rather than strict medical necessity in a
familiar setting likely enabled client progress. The goals identified by the clients reflect the importance
of services focused on IADLs development, and occupational therapy provides a unique focus on
functional skills (Merryman & Synovec, 2020). This delivery model reflects the characteristics and fit
Published by ScholarWorks at WMU, 2020
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for occupational therapy in integrated primary care emphasized in the literature since FQHCs are
designed to minimize the barriers that often prevent engagement in traditional health care and
rehabilitation settings (Bonin et al., 2010; Dahl-Popolizio et al., 2016; Halle et al., 2018; Koverman et
al., 2017). The ability of the occupational therapist to interact directly and collaborate with other
providers increased continuity of care and consistency in strategies, which likely enhanced outcomes.
Despite individuals experiencing homelessness living in unstable and unsupportive contexts and
with complex health conditions, this study shows this population can benefit from interventions
targeting functional skills. Occupational therapy interventions differ from the routine behavioral health
or medical interventions otherwise provided by a FQHC by focusing on the functional outcomes and
goals of the clients versus diagnostic or symptom management. Access to functional skill development
can enhance positive outcomes of improved and managed health and ultimately support a safe transition
into housing and the broader community. Co-location of occupational therapy and membership on an
interdisciplinary team using best practices for a FQHC enables routine access to referral sources and
communication to coordinate and individualize care.
Limitations
Although the results of this study indicate improvements following occupational therapy
interventions, other moderating variables were not explored, such as whether the participants
transitioned into housing during the intervention period or how many additional providers the
participants engaged with during the intervention. As with any self-reporting tool, there may be
limitations in accuracy of self-rated performance and satisfaction. However, the COPM has been
demonstrated to match observable outcomes in various clinic and underserved populations; and
measures that promote client participation in the recovery and treatment process are as valuable as
observation (Chesworth et al., 2002; Donnelly et al., 2017; Speicher et al., 2014). Moderating variables
could not be controlled; however, the heterogeneous population increases clinical relevance to similar
programs.
Additional research to further refine the occupational therapy model and to identify the impact of
moderators would be beneficial. Further research is also indicated to explore the outcomes of
occupational therapy interventions with individuals unable to complete self-report scales in this setting,
as those unable to complete the COPM may experience greater barriers to engaging in services. Finally,
further research exploring dosage related to specific goal areas may be beneficial.
Conclusion
This paper describes initial outcomes of occupational therapy services in a FQHC serving
individuals experiencing homelessness. This study provides evidence that occupational therapy
interventions for adults experiencing homelessness or unstable housing can result in functional
improvements when routinely available and based on goal achievement, rather than strict reimbursement
requirements for rapid client improvement. In addition, an interdisciplinary team approach in which
occupational therapy is provided by full-time staff and co-located in integrated care and/or FQHC
settings appears to make a difference in client access and, ultimately, outcomes. This model allows the
occupational therapist to provide individualized intervention using a goal-centered process to meet
functional needs.
This study has several implications for practice. First, the COPM is a valuable instrument that
enables clients to self-assess the importance of functional challenges and rate satisfaction with progress.
This may serve as a client motivator to influence engagement and participation, especially for more
https://scholarworks.wmich.edu/ojot/vol8/iss4/8
DOI: 10.15453/2168-6408.1699
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marginalized populations. Second, occupational therapy is well-suited to address client goals in a
complex population that is experiencing homelessness and has mental health, medical, and cognitive
needs to improve functional performance, enhancing services offered by a FQHC. This focus is unique
to occupational therapists. Finally, the ability to provide individual intervention, collaborate with the
interdisciplinary team, and co-locate services in an integrated care setting, such as a FQHC, is a good fit
for occupational therapy practice.
Caitlin E. Synovec, OTD, OTR/L, BCMH, is an occupational therapist and program manager at the National Institute for
Medical Respite Care for the National Health Care for the Homeless Council. She was most recently an occupational
therapist at the Baltimore Health Care for the Homeless Program.
M. Beth Merryman, PhD, OTR/L, FAOTA, is professor and chairperson in the Department of Occupational Therapy and
Occupational Science at Towson University.
Joshua Brusca, LCSW, was the clinical performance improvement coordinator at Health Care for the Homeless, Baltimore,
at the time this study was conducted. He currently serves as the program manager for Family Reunification at Lutheran
Immigration and Refugee Services.
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